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to a cessation of the pain, often for prolonged periods.
Among 120 cases there was an average period of relief
lasting from 10 to 11 months, and this without scarring,
deformity, or permanent anaesthesia. The apparatus neces-
sary was a stout hollow needle 10 centimetres long and

millimetres in diameter, provided with a blunt stilette
projecting beyond its point. The needle was marked
in centimetres up to 5. The method was to push in the
needle through the skin and then to project the blunt stilette
through so as to avoid injury to vessels in carrying the
needle to the foramen selected. The stilette was withdrawn
and 2 cubic centimetres of alcohol of 75 per cent. stfength,
containing 2 grains of eucaine to the ounce, werei n jected.
On withdrawal the puncture made by the needle was covered
with collodion. No general anaesthetic was necessary, except
in the case of the first division, the patient only feeling a
transient flash of pain when the nerve was reached. The
directions for reaching the foramina were as follows : (1)
for the foramen rotundum, to enter at the lower border of the
zygoma near its anterior end and to push inwards into the
pterygo-maxillary fossa, the foramen being at a depth of
5 centimetres from the surface ; and (2) for the foramen
ovale to enter at the lower border of the zygoma 2’ 5 centi-
metres in front of its descending root, the foramen being
at a distance of 4 centimetres from the surface. For
the first division the needle should be introduced along
the outer wall of the orbit for a distance of 3’ 5 centimetres.
Sometimes one injection was enough to relieve the pain, but
it was better to repeat it after two days and again after three
or four days. The only complications observed were

temporary stiffness of the lower jaw in the case of the second
and third divisions, with some oedema of the lower lid and
slight weakness of the facial muscles. With the first
division there was marked oedema and sometimes transient

paralysis of the external ocular muscles. Dr. Stewart quoted
15 cases which he had treated by this method, and in 12 of
these, or 80 per cent., there had been recovery lasting from
ten months downwards. He also described the three cases of

comparative failure, and in conclusion said that although not
a panacea the injections were a useful form of treatment.

Dr. W. B. MCQUITTY (Belfast) showed a case of this
disease, and Dr. STEW ART gave injections into the foramen
ovale and foramen rotundum.
The paper was discussed by Dr. W. P. KENNEDY (Bath),

Mr. H. A. BALLANCE (Norwich), Dr. TOM A. WILLIAMS
(Washington), and Dr. O’SULLIVAN.

Dr. TOM A. WILLIAMS (Washington, D.C.) read a paper
on

labes Dorsalis, its Rational Treatment in the Light of its Realzl
Pathogenesis.

He deprecated the pessimism as regards treatment in this
disease engendered by the dystrophic theory of its patho-
genesis, and showed microscopical sections and lantern
slides in support of the radicular theory which was first
brought forward convincingly by Nageotte. Dr. Williams
believed that there was a round-celled infiltration of radicular
meninges and that this process differed only in intensity, but
not in nature, from that upon the meninges elsewhere in
syphilis, and showed that in some spots there might even be
found a well-marked granuloma of minute size. This iaffam-

matory process invaded the peri- epi- and endo-neural sheaths
and impinged upon and injured the nerve fibrils. Their de-

generation at this spot led to the degeneration of the

posterior columns of the cord. The objection that these
radicular changes were more often absent than present was
only true as regards the macroscopic appearances. Careful
search with the microscope always revealed meningeal
exudates. The escape of the anterior roots was merely
relative, and the rapid regeneration which occurred in them
and which was possible because of their connexion with
their trophic cells entirely negatived a dystrophic explana-
tion. In the light of these observations Dr. Williams

strongly recommended intramuscular or intravenous in-

jections of mercury, and claimed that the local radiculitis
which he regarded as the basis of the disease could be
arrested in a large proportion of the cases. Intramuscular
injections sufficed for most cases, except those threatened
with rapid loss of vision. The forms of mercury he

employed were the cyanide or perchloride. For intravenous
injection a very small and very fine needle of platinum-
iridium was used, and after insertion it was recommended to
draw out a drop of blood into the syringe in order to make
certain that the vein had been entered.

Dr. THEODORE THOMPSON (London) said that in his
opinion the radicular theory was not proved. He believed
that in tabes dorsalis the symptoms were those of a lesion
of the secondary sensory neurons, and that the lesion was
situated at the junction of the primary and secondary
neurons-namely, in the pericellular network in the posterior
cornua-where the earliest changes were found. Tabes dorsalis
was therefore a dystrophy beginning in the axonal termina.
tions within the spinal cord, while the changes in the
posterior roots were secondary.

Dr. GORDON GULLAN (Liverpool) endorsed Dr. Williams’s
view that early cases should be treated with antisyphilitic
remedies an d mentioned cases treated with benefit on these
lines.

Dr. WILLIAMS briefly replied.
Dr. H. D. ROLLESTON (London) read a paper on

Pruritus in Lymphadenoma.
He stated that itching of the skin in lymphadenoma was not
often recorded. In an analysis of over 90 cases it was only
mentioned in three. In 20 cases at St. George’s Hospital,
London, he had found it in three. The causation of this

symptom was unknown. It was not due to drugs. It had
occurred before arsenic was given, and in one case it occurred
after potassium iodide had been administered. There was no
evidence that it was due to any special infiltration of internal
organs. In a case under the care of Dr. W. Howship Dickinson
the liver was found to be lardaceous, but it had occurred in
cases without involvement of the liver. It was natural to

suppose that it was toxic, and the occurrence of lardaceous
changes in the liver in two cases supported this view, as

did also its association with general exfoliative dermatitis.
By analogy with the itching in jaundice it might be expected
to be absent in children, and the earliest recorded case was
at the age of 16 or 17 years. It might be one of the earliest
symptoms, appearing even before enlargement of the glands.
It might lead to infection of the skin, producing lesions
simulatiug Hebra’s prurigo. Dr. Rolleston had the impres-
sion that cases with early itching ran a rapid course. In
regard to treatment, ordinary methods such as calcium
chloride, carbolic acid, and antipyrin should be tried, but
the itching was often so severe that morphia was necessary.

SURGERY.

FRIDAY, JULY 30TH.

President, Professor T. SINCLAIR (Belfast).
Mr. G. A. SYME (Melbourne) read a paper on

Some Unusual Cases of Echinococcus (Hydatid) Cyst, with
Remarks on Diagnosis and Treatment.

He commenced by saying that he much preferred to call
these cysts "echinococcus cysts," as was customary in
Australia. The diagnosis of an unruptured echinococcus
cyst in the liver or lung was fairly easy, especially since the
introduction of X rays, for the cyst had a typical appearance
in a skiagram. When the cyst was ruptured in the liver the
diagnosis was not so simple, for the passage of the daughter
cysts down the biliary passages might give rise to symptoms
resembling biliary colic. When a cyst of the liver caused
gradual absorption of the diaphragm and then burst into the
lung it was liable to be mistaken for a primary cyst of the
lung; but here also X rays might enable the diagnosis to be
made. External violence might cause rupture and give rise
to abdominal symptoms. The manner of reproduction of a
hydatid cyst varied with the tension ; in bone where there
was little possibility of expansion the cyst reproduced itself
exogenously, but when the cyst was able to grow freely and
to become spherical, very few daughter cysts were formed.
Mr. Syme decribed the case of a female patient, 24 years
old, who had pain in the left buttock shooting down
to the left ankle. The condition had lasted six months,
with a swelling that was said to vary in size. She
had lost flesh. On examination there was found a

tense and elastic swelling in the left iliac region, and
in Scarpa’s triangle on the same side. The blood con-
tained 9 per cent. of eosinophils. A skiagram showed much
’’ rarefaction " of the ilium and sacrum. At the operation
a cyst was found connected by a pedicle with a cavity in the
sacrum. The patient had improved since. In another case
a patient complained of pain on the right side of the
chest, and on the right side of the spine there was a

swelling. It was found at the operation that a cyst was
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involving a costovertebral joint and extended into the

cavity of the chest, and cysts had also formed within
the bodies of some vertebras. Recovery followed. The value
of the precipitin reaction in diagnosis was by no means
certain, but eosinophilia was a useful help. In the treatment
of echinococcus cysts it was possible sometimes to close the
wound completely without drainage.

Mr. J. WARD Cousirrs (Portsmouth) referred to two cases
which he had seen of unsuspected subdiaphragmatic cysts
accompanied with high fever. He also mentioned a case of
enormous hydatid cyst of the abdomen which had been
mistaken for ascites.
Mr. SYME, in reply, referred to a very large cyst arising

from the liver in which huge masses of bilirubin were
found.

Mr. P. J. FREYER (London) read a paper on
A Reeent Series of 200 Cases of Enucleation of the L’nlarged

Prostate, with Special Referenee to the Operation (1) in
Octogenarians and (2) in Cases of Extremely

Large Pri)state.
He said that it was now eight years since the introduction
of his method of enucleating prostates and he had described
several series of cases; he had performed 212 prostatectomies
since he read his last paper on the subject. Among these
there were 17 cases in which the patient was over 80 years
of age, one of them having a fatal result. Of the 644 cases
on which he had operated there were 48 octogenarians, or if
nine cases of the age of 79 years were included, there were
57 cases of patients 79 years of age and over, and of these
six died. In his opinion there was just as much chance of
success in the operation in an octogenarian as in a younger
patient provided the kidneys were sound. Careful nursing
was of the greatest importance. The size of the prostates
which he had removed varied greatly, but the size of the
incision need not be very large even for a very large prostate,
for the prostate was elastic and could pass through an open-
ing smaller than itself. The weight had varied from half
an ounce to nearly 17 ounces, with an average of 2 ounces ;
there were in all 644 cases, and the ages varied from 48 years
to 89 years; there were 39 deaths, equal to a mortality of
6 per cent., but in the last 200 cases the mortality had fallen
to 4 ’24 per cent. In 114 of the cases a calculus was removed
at the same time.
Mr. A. B. MITCHELL (Belfast) congratulated Mr. Freyer

on his success, and he expressed the opinion that the present
operation was entirely due to Mr. Freyer.

Mr. WARD COUSINS asked if in severe septic cases the
bladder was drained before the operation.
The PRESIDENT asked if the removal of a large prostate

left an hour-glass-shaped cavity.
Mr. FREYER, in reply, said that the cavity previously

occupied by the prostate became a part of the bladder
cavity and disappeared as a separate space, though in some
of the earlier cases a separate space did persist, and this was
due to not passing the catheter sufficiently frequently when
washing out the bladder. In cases where the tongue was dry
and the kidneys were affected he preferred to open and to
drain the bladder for a week or ten days before enucleating
the prostate.

Mr. E. C. HORT (London) read a paper on
The Diagnosis of Malignant Disease by Estimeation of the Anti-

tryptic Content of the Blood Serum.
He said that the need for improved methods of diagnosing
cancer was shown by the fact that of 3532 cases proved after
operation or after death to be cancerous the disease had not
been recognised in 582 cases-i.e., 1 case in 6 was

missed. In 303 cases occurring in the first 25 years of life
the disease was not recognised in 128-that is, the disease
was missed in 1 case in 2  3. In addition 334
cases diagnosed as cancerous proved to be not malignant.
The paper was written to show that it was possible
to diagnose cancer by measuring the antitryptic power
of the blood serum. By the antitryptic power of the
blood was meant the power that a serum had of
antagonising in vitro the digestive activity of the ferment
trypsin. The antitryptic power of the serum of healthy
adults was found to be so constant that healthy serum could
be used as a standard. The antitryptic power of the serum
in certain non-cancerous conditions, such as after fractures
and nephritis, was above the normal as a result of auto-
infection ; it was also raised in general bacterial diseases. It

was raised in 94 of 100 consecutive cases of undoubted
cancer; after successful removal of the cancer the antitryptic
power of the serum was raised, but in cases in which recur-
rence had occurred it was as high as if no operation had taken
place. It might be concluded that a normal antitryptic
power was of great value in excluding malignant disease; a
raised power was no proof of malignancy unless simple auto-
infection and bacterial infection could be excluded.

Mr. A. B. MITCHELL (Belfast) read a paper on 16 cases of

, , Perforating Duodenal Ulcer
which he had had under his care. All the cases recovered.

He referred to the great frequency of gastric and duodenal
ulcers in Belfast, and pointed out that in diagnosing the
presence of a perforation too much weight must not be laid
on the absence of shock. A sudden intense pain and rigid
abdominal muscles afforded the most certain signs. Extra-
vasation was not great in amount as a rule, and this he
attributed to a contraction of the pylorus, which prevented
the contents of the stomach from passing out; and this

explanation would account for the fact that the results in
perforated duodenal ulcer were much better than those
following perforation of a gastric ulcer. He preferred an
incision through the right rectus muscle and he closed the
opening in the duodenum by means of a purse-string suture.
He did not flush out the peritoneum, but he inserted a glass
drain tube over the pubes, and from this there always came a
free flow of liquid. He preferred to perform immediate
gastro-jejunostomy, and this he did in seven cases, all
of which recovered. After the operation the patient was
propped up in the sitting posture, and a continuous flow of
saline fluid into the rectum was set up, about a pint being
passed in every hour. For washing out the drain tubes he
used a solution of perhydral, about 1 in 10 or 12, and this ho
found very effective.

Mr. WARD Cousi-Ns said that in his opinion the amount
of shock present in cases of perforation depended chiefly on
the amount of extravasation.

Mr. W. THELWALL THOMAS (Liverpool) pointed out that
Murphy’s method of continuous rectal irrigation was often
carried out inefficiently.

Mr. MITCHELL, in reply, mentioned an objection to opium
even after the diagnosis of perforation was made-namely,
that the apparent amelioration produced was likely to make
the friends postpone operation.

Mr. G. H. EDINGTON (Glasgow) read a paper on
Some Cases of Intestinal Anastomosis.

He classified these operations into three groups-namely (1)
cases in which small intestine was united to small intestine,
(2) cases in which the ileum was united to the colon, and
(3) cases in which portions of the large intestine were
anastomosed. He described some cases which he had
treated and gave details of the methods employed.

Mr. C. A. LEEDHAM-GREEN (Birmingham) read a paper on
Seopolamine-morphine Narcosis.

He said that he had some time ago been in favour of spinal
analgesia, but it was not an ideal method from the patient’s
point of view, for a troublesome headache frequently
followed. On the other hand, the method which he was now
bringing forward was almost ideal from the patient’s point
of view. At first he gave a large dose of scopolamine and
morphine and did not use a general anaesthetic, but it was
much better to give a small dose and to follow it with a
general anaesthetic. The procedure he preferred was as
follows. The evening before the operation he gave ten
grains of veronal and this ensured the patient having a good
night’s rest. Two hours before the operation he injected a
sixth of a grain of morphine and a hundred and thirtieth
part of a grain of scopolamine. An hour later half of this
dose was injected. At the operation itself a general an&aelig;s-

thetic was given, ether being preferred. The advantages
were great, because (1) the patient was spared much nervous
tension ; (2) full narcosis was quickly obtained ; (3) the
amount of the general anaesthetic was halved ; (4) ’less
mucus was formed; (5) a long and peaceful sleep followed
the operation, lasting from four to six hours ; (6) there was
almost an absence of vomiting, for it occurred only in one
case out of ten ; and (7) the risk was much lessened.

Dr. CLEMENT DUKES (Rugby) said that he thought
much of the method and employed it greatly. He found
that it was necessary to use a very small amount of the
general anaesthetic.
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Mr. LEEDHAM-GREEN said that he did not in any way
suggest that the method was final and no doubt it would be
improved.
A paper by Mr. ALEXANDER BLANEY (Dublin) on

Four Cases of Removal of the Gasserian Ganglion
was read by Mr. H. STEVENSON (Belfast). In the paper the
methods of removal of the ganglion and the value of the
operation were discussed.
On the motion of Mr. WARD CousiNs, a cordial vote of

thanks for presiding was accorded to Professor Sinclair.

HYGIENE AND PUBLIC HEALTH.

THURSDAY, JULY 29TH.
President, Dr. LOUIS C. PARKES (London).

This section met in joint conference with the Laryngology,
Otology, and Rhinology Section.
A very full and well-sustained discussion took place upon

Latent Infections of the Diphtheria Bacillus, and Administra-
tive Measzcres Required for Dealing witle Contacts.

Dr. P. WATSON WILLIAMS (Bristol) dealt with the question
from a clinical point of view and Dr. R. M. BUCHANAN

(Glasgow) from a bacteriological standpoint, while Dr.
DUNCAN FoRBES (Brighton) and Dr. R. V. CLARK (Leeds)
dealt with administrative measures.

Dr. WATSON WILLIAMS, in opening the discussion, said
that he considered that if diphtheria was defined as any patho-
logical condition, either local or general, and due to infec-
tion by specific diphtheria organisms, it was latent when
such pathological conditions were unaccompanied by obvious
illness. He further considered that the impinging of

diphtheria bacilli on the nasal or oral mucous membrane
without any local reaction was not a true diphtheria, but was
clinically a form of latent diphtheria. These latent forms
could be clinically divided into the following three main

groups. 1. Patients who afforded none of the usual clinical
indications of diphtheria, were not definitely ill, and yet
were found to be anagmic, or to have increased pulse
frequency, or who were simply poorly in association with nasal
catarrh, membranous rhinitis, faucial redness or slight subacute
tonsillitis, otorrhoea, or sores, &c., which on bacteriological
examination proved to be diphtheritic. He gave the clinical
history of two such cases, one being a patient who presented
no clinical symptoms, but whose culture preparation showed
diphtheria bacilli and who died shortly afterwards. The
second case was one of an adult with accessory sinus suppura-
tion and congested follicular tonsillar crypts, whose culture
preparation also showed diphtheria bacilli. A child who
came into contact with her showed nothing definite clinically,
but a culture taken from it demonstrated diphtheria bacilli
and virulence upon inoculation. 2. Cases with local

diphtheritic lesions, but presenting no general symptoms of
ill health. He considered that this class comprised cases

that were indisputably latent. He referred in this con-

nexion to a woman suffering from sore-throat of indefinite
nature who three weeks afterwards gave a children’s party ;
some of those who were present developed membranous
rhinitis, cultures from whom showed the diphtheria bacillus.
After three months they were declared free from infection,
and yet they afterwards gave diphtheria to a relative.
3. Persons who presented no local lesions and no departure
from normal health, but in whom diphtheritic organisms had
been discovered by culture tests. These cases he termed

healthy infected contacts. In this connexion the cases cited 

by Graham Smith, which might appear to upset the speaker’s
theory, he did not consider conclusive, because no mention
had been made of any cultures taken from the nose, which
he believed absolutely necessary. He was aware that house 

surgeons and nurses in contact with diphtheria patients might i
harbour virulent organisms without manifesting any local ]
signs of disease, but practically they did not convey infection, i
as organisms inhaled and merely coming into contact with a 
healthy nasal mucosa were quickly removed, whereas if they 
were retained and multiplied such cases come under Class 2. 
He suggested that the practical criterion, however, was the 
virulence test by inoculation, and that the morphological
characteristics of the bacilli were not reliable, and he 
instanced cases in proof of this assertion. With reference 
to treatment, he did not think that local applications were of 1
much use in causing the disappearance of the bacilli, though (

during their use they diminished the infectivity of the (

patient. It was practically impossible to get any antiseptic
in contact with those organisms in the superficial layers of
the mucosa and at the bottom of the various crypts in the
neighbourhood. He considered that antitoxic serums had
some anti-microbial effect, but that in a large proportion of
cases they failed because the proportion of bactericidal
substances varied, and because it was necessary to use larger
quantities of the serum than was necessary merely for their
antitoxic effects. Vaccines might be applied locally and
cause a diminution in the number of the bacilli ; also cata-
phoresis as employed by Dr. Taylor was worthy of
consideration.

Dr. BUCHANAN said that the identification of the diph-
theria bacillus in routine diagnostic work depended on the
morphological characters of the organism. The exigencies
of the work demanded expedition, which in a small

proportion of instances was secured at the expense of

accuracy. At the same time, morphology in itself was not
sufficient to place the recognition of the bacillus beyond
doubt, and for this purpose it was necessary to resort to
cultural and inoculation tests involving from four to six days
as a minimum period of time. With a view of giving support
to bacteriological diagnosis based on morphology various
tests had been devised, and the use of media containing
different sugars, with an indicator to show the presence or
absence of acid production, had given the best results. He
himself had obtained excellent and rapid results by coagu-
lating ox serum in an equal quantity of water, filtering the
mixture, adding 1 per cent. of glucose to one half and
1 per cent. of saccharose to the other half and tubing,"
neutral red being used as an indicator. In 24 hours a marked
acid reaction was produced in the glucose tube by bacillus
diphtherias, and in both tubes by bacillus xerosis, while no
change was produced in either tubes by the bacillus of
Hofmann. The virulence of the diphtheria bacillus in
apparently healthy subjects, whether designated contacts
or carriers, was only slightly less than the virulence
of the organisms in patients. He had applied the virulence
test in the case of 21 contacts with positive results
in 66 per cent. of the instances. The test as applied to the
bacillus isolated from 56 patients showed virulence in 74 per
cent. of them. The bacillus diphtheri&aelig; was most tenacious
of its virulence, and attempts which had been made to
reduce the virulence of the organism by the usual means of
heating, drying, and prolonged cultivation had not shown
any conspicuous success. On the other hand, it was possible
to increase the virulence of a particular strain experimentally.
When the bacillus gained a lodgement in the throat it

appeared to remain for a varying length of time, whether it
produced disease or not. The period of residence of the

organism in the sick and in the healthy was probably deter-
mined by the same factor and was not apparently influenced
by antitoxin. A comparison of clinical cases and infected
contacts showed no very marked difference in the average
period during which the bacillus was harboured in the throat.

Dr. DUNCAN FORBES, in discussing the question from
an administrative point, said that before penal action could
be taken a person must be suffering from the particular
disease, and he suggested that in future legislation the word
4 4 suffering " should be replaced by the phrase" &Prime;in an infec-
tive condition." As regards the taking of swabs for bacterio-
logical examination, he considered that too little attention
had been paid to the probability of nasal diphtheria being
much more infectious than throat diphtheria. In collecting
exudation on swabs a careful study should be made of the
parts from which it was taken, especially when it was taken
from the nose, and where there was much secretion coming
from the nose this should be wiped away before applying the
swab to the mucous membrane. The administrative measures
for dealing with contacts depended on the situation of the
primary cases. In schools the first action should be to make-
inquiries at the school as to absentees from the same class
who returned to school shortly before the onset of the
disease in the patient. Swabs should be taken from all
pupils, present or absent, in whom there was a history
of sore-throat or cold. In Brighton infective contacts
were sent to the diphtheria wards of the isolation
hospital. Except in the case of adults antitoxin was
usually injected on admission, and the contact was
treated as a diphtheria patient, three negative swabs being
obtained from nose and throat before discharge. If
objection was made to removal to hospital the child was


